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T HE resection of a portion of an intestine for disease of its 
coats has been performed in Europe some thirty-one 
times, but it is believed that the following case, the first suc¬ 
cessful one in this country, is sufficiently unique to justify me 
in asking the attention of this Society to a brief consideration 
of the subject. The details are as follows: 

In October of last year, 1SS5, the patient, a tall, fully developed 
man of fifty-four years, was admitted to my wards in the New York 
Hospital, for the treatment of what he considered bleeding piles. He 
gave the history, that for two years past he had had daily six to ten 
bloody and painful passages from the bowels. During the tenesmus 
induced by these, there was at times a considerable prolapse of the 
rectum. I here was tound, by digital exploration of the rectum, one or 
two small quiescent internal hemorrhoids, and in addition, at the dis¬ 
tance of a finger’s length, could be felt, obscurely, the lower surface of 
a hardened mass, which, under anaesthesia by ether, could, by biman¬ 
ual examination, be outlined as an irregularly elongated mass, movable 
from one side of the belly to the other, and situated at the upper bor¬ 
der of the pelvis. No pelvic or lumbar glands were found enlarged, 
nor was any visceral complication detected. The conclusion was ar¬ 
rived at, that it was tuberose carcinoma of the upper end of the rec¬ 
tum, inaccessible to operative procedures by the anus, but removable 
by laparotomy. 


1 Read before the New York Surgical Society, January 27, 1SS6. 
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The condition of affairs and the risks attendant upon such an op¬ 
eration were laid before the patient, who was a man of unusual intelli¬ 
gence, and who, after deliberation, determined upon submitting to the 
operation. This was therefore done on October 22, under full antisep¬ 
tic precautions, and in the operating room of the hospital devoted to 
abdominal sections. 1 * * * 

The diet of the patient was restricted for forty-eight hours previously 
to semi-fluids such as milk, bread, and eggs. An enema induced de¬ 
fecation a few hours before the laparotomy, and the urine was passed 
just before the etherization. Under a carbolic spray (which, in certain 
operations involving the cavity of the abdomen or a joint, I still pre¬ 
fer), an incision four inches long was quickly made from one inch be¬ 
low the umbilicus downward, and the peritoneum reached, seized and 
lifted between two clamp forceps, opened, and divided to the full ex¬ 
tent of the wound by straight scissors. The intestines, as was hoped, 
were undistended, and three fingers of the left hand were then carried 
into the peritoneal cavity, the tumor readily caught and drawn out of 
the belly wound after some depression of the abdominal walls, and sur¬ 
rounded by flat disinfected sponges. It was a knobbed mass four 
inches in length, and its upper edge reached nearly to the sigmoid flex¬ 
ure of the colon. Temporary ligatures of heavy, soft, sublimated silk 
were carried through the mesorectum above and below the mass, and 
the intestine, for a distance of five and a half inches, including the tu¬ 
mor, cut off, and removed after tying off the mesorectum by several 
ligatures of silk parallel to the bowels, dividing it as far from the latter 
as possible. In the stump thus made after extraction of the neoplasm, 
were seen two small enlarged glands ; these were dug out, and a further 
portion of the mesorectum cut away after being duly ligated. 

The important point as to whether a reunion of the divided intestine 
should be had, was decided negatively, and the creation of an artificial 
anus determined on for the reason that, though the cut ends could be 
easily apposed, yet, in spite of all the care that might be exercised, 
leakage would be apt to occur. Reichel found this had happened in 
thirty-one instances out of his 121 collected cases of intestinal resec¬ 
tion ; in thirteen of these it caused death, in the others, fecal fistulas re¬ 
sulted. 5 Moreover, the junction would have to be made deep in the 

1 This is a small special room w ith the walls rounding into the ceiling, thickly 

painted, so that all the room and its few contents can be washed previously to an op¬ 

eration with first soft soap and water; secondly, with a solution of sublimate, */iooo; 

and then, thirdly, for two hours bathed with the fumes of burning sulphur. 

5 Deutsche Zeitschr. fur Chirurgie, No. 19, 1SS4. 
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pelvis, some four and a half to five inches from the anus, where the 
safe suturing of the bowels was felt to be a matter of extreme doubtful¬ 
ness. 

This was fully verified when, after the above decision was acted upon, 
the inversion and closure of the lower end of the bowel were attempted. 
Great difficulty was encountered in placing the double row of serous 
sutures (Czemy-Lembert) after the preliminary suture of the mucous 
membrane, and a third row was required at the posterior part to effect 
a satisfactory dimpling in of the bowel. And lastly, the chance of lo¬ 
cal return of the growth influenced me in preferring the establishment 
of an artificial anus. 

This was accordingly done by carrying the upper divided end of the 
gut into the superior angle of the wound and allowing it to protrude, so 
that the part encircled by the temporary ligature (which was then cut 
away and a few bleeding points secured) should be outside the peri¬ 
toneal cavity, in the event of any ulceration from its transient con¬ 
striction. It was there fastened by three or four sutures, and the ab¬ 
dominal wound, after a fresh inspection and testing by sponges had 
shown that the peritoneal toilet had been properly made, was closed by 
strong catgut sutures, first passed through the whole thickness of the 
belly wall, but not tied till afterward, then the peritoneum itself was 
brought together with a continued catgut suture, and lastly catgut was 
passed through the skin and muscle to the peritoneum. This method 
of closure has been found best to avoid the formation of mural ab¬ 
scesses, but does not entirely get rid of, I regret to say, the smaller 
stitch abscesses. A sublimated gauze dressing on which iodoform was 
dusted was applied to the wound, and over that a large mass of ab¬ 
sorbent cotton and a firm body bandage. 

From the time of the operation until the 27th October, (five days), 
the patient complained severely of pain on each side of the wound, 
with occasional hiccough, and during the last twenty-four hours in¬ 
creasing distention of the abdomen occurred. His pulse, however, 
ranged below 90, and the temperature was less than ioo°. Two of the 
deep stitches were cut to ease the tension of the swelling and to relieve 
the commencing tympanites. An evacuation of the bowels was solici¬ 
ted by gently introducing through the artificial anus a soft rubber cath¬ 
eter and carrying in several ounces of warm water. No immediate 
effect resulted. He was therefore ordered the next morning to take 
two ounces of Hunyadi water. 

On October 2S, on removing the dressing, as his bowels had moved 
painlessly under the action of the cathartic, it was found that the wound 
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was open throughout its whole extent, and in the mass of feces filling 
it was seen a coil of small intestine. After carefully wiping away the 
feces it was perceived, fortunately for the patient, that adhesions ex¬ 
isted sufficiently to shut off the general peritoneal cavity, which fact al¬ 
lowed thorough cleansing and washing of the bowel, and its reposition 
in place, when the wound was sewn up with three wire sutures passing 
down to, but not through, the peritoneum, the adhesion of which to the 
intestines beneath rendered this latter impracticable and unnecessary. 
^ o reaction followed this mishap. The patient’s general condition 
steadily improved, with evacuations from the bowel once or twice a 
day, which, in spite of the impermeable dressings contrived, so fre¬ 
quently entered the wound as to preclude secondary' union, and its 
healing proceeded by granulation to completion in about seven weeks, 
with a firm, unyielding scar. 

From November 4 to 13: Though progressing favorably, he had 
occasional pain in the belly and slight temperature elevation, up to 
ioi° at night, without sweating or chills, and very little pelvic tender¬ 
ness. On November 14, I was informed that he had had during the 
previous night a fecal discharge from the anus. It had been thrown 
a"'ay by the nurse, but was reported as heing of ordinary' character 
and very soft. This was thought to have been mainly the contents of 
the rectum, left in at the time of the operation. On the 15th, consid¬ 
erable flatus was passed per a mini, and on the 16 th he discharged by the 
same orifice nearly a pint of dark brown fluid of a strongly' fecal odor, 
greatly to his relief. 

Speculation on the possible source of a fecal or flatulent discharge 
took several directions, two of which seemed probable. The first was, 
that during the last transfixion of the mesocolon by a doubly-threaded 
needle, the point of this instrument had suddenly struck and tom an 
adjacent loop of small intestine, quite through to the mucous mem¬ 
brane. The slit was promptly sewn up by several Lembert sutures, 
this might have given away and discharged itself per rectum. 

The second possibility was this: It was noticed after the second 
slice of the mesocolon had been removed, that the triangularity of this 
tissue had not been preserved, and that the portion of the bowel lead¬ 
ing from the proposed artificial anus, for three inches, had a somewhat 
scanty mesentery. Its truncation to avoid gangrene from a defective 
blood supply was discussed with my colleague, Dr. Bull, but on hold¬ 
ing the meso-colon up to the light, the vessels going to it seemed to be 
large and numerous, and hence it was preserved entire. It was possi¬ 
ble that a spot of gangrenous intestinal wall from this cause might thus 
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have allowed a fecal extravasation to be conducted externally by the 
disused rectum. 

No further discharge took place until November 20,when two ounces 
of a thin, light brown, markedly purulent fluid were discharged 
per anum. On the introduction of the finger into the bowel the upper 
limit of it could not be felt, and a rubber drainage tube was thereupon 
passed in at least six inches, giving vent to three or four ounces of very 
fetid brownish pus. The tube was left in situ covered by sublimate 
gauze, and the next day. and daily thereafter, the abscess cavity was 
washed out through it, at first with a ‘/sooo sublimate solution, and then 
‘/10000! and finally, with Hey’s solution (sulph. zinc, gr. ij; spts. lavand. 
CO., 3j; aqua;, sj). This discharge ceased in about three weeks. The 
rectal tube was worn ten days without discomfort. 

It was evident that the above hypotheses were all wrong. The ab¬ 
scess, I think, was formed from some hemorrhage or from the stump 
enclosed by the silk ligatures, which made a mass uncovered by peri¬ 
toneum. nearly two inches long, by three-quarters broad. This had 
been dusted by powdered iodoform before the abdomen was closed, 
and on reflecting on the operation, even before the disclosure of the ab¬ 
scess, it was felt that it would have been wiser surgery, in similar cir¬ 
cumstances, to have left in a drainage tube. During the evacuation of 
this purulent collection the patient complained sorely of a pain over 
his liver, and this was found to be enlarged. As the cessation of pus 
formation took place, the hepatic tenderness disappeared, though the 
increased dulness on percussion remained. Whether this signifies a 
secondary deposit in that organ, I cannot yet say, though I fear it may 
so culminate. 

He left the hospital for his home, in Scranton, Pa., January 2, 18S6, 
rapidly gaining in strength and flesh, and controlling the discharge from 
the artificial anus better by a simple plug of cotton or gauze secured 
by a strip of adhesive plaster, than by the many other expedients which 
were suggested, and in other cases successfully tried. The patholo¬ 
gist’s report of the tumor pronounced it one of encephaloid cancer. 

Remarks :—I have been able to collect thirty-five cases in 
which excision of a cancerous intestine has been resorted to, 
and in all save one (Schede’s) the disease has involved the 
large intestine; in an additional case (Crede’s) the operation 
was abandoned, only a small piece being removed for micro¬ 
scopic examination. Of this number, it is to be noted that of 
the five cases' in which the operation was done during the ex- 

1 Thiersch, Gussenbauer, Schede, Guyon, Treves. 
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haustion attendant upon an acute obstruction of the bowel, all 
died from the shock of the operation, hence this condition is 
considered by Schede to contraindicate the operation. Of 
these thirty-three cases (for in one, No. 18, the result is un¬ 
known) there was a mortality of seventeen, or 51.5 per cent., 
only a little greater than that which results from resection of 
the large intestine from other causes,' and which is given in 
Maydl’s reeent article on the subject at 50 per cent. Aside 
from the shock, ten died within forty-eight hours; in a number 
of cases, the progress was complicated by the escape of feces, 
as shown at the autopsy (four died from peritonitis from this 
cause), or by the presence of an intestinal fistula. When the 
latter occurred in the course of an otherwise favorably progress¬ 
ing case, it, as a rule, closed later spontaneously. This escape 
of the intestinal contents was due either to a faulty suturing, or 
to the minute gangrene so apt to take place from slight unper¬ 
ceived stripping up of the mesocolic attachments. For the su¬ 
tures, silk or catgut was used, and though, in the majority of 
cases the usual interrupted suturing of first the mucous mem¬ 
brane, and then the double rows of the peritoneum, known as 
the Czerny-Lembert suture, was resorted to, yet Schede,among 
others, recommends strongly the continued suture, one to the 
mucous membrane, and two to the serous coat (and, as he pre¬ 
fers, with sublimated gut), as amply sufficient, and, what is of 
more consequence in a prolonged operation such as this is, with 
the saving of one-lialf to three-quarters of an hour’s time. 
This more careful closing of the opposed mucous membrane is 
also of sendee in preventing fecal extravasation between this 
and the muscular coat(Maydl). 

With the possibility of such a mishap, after uniting the ends 
of the intestine, and especially in the case presented, where 
there is left much of an uncoverable subperitoneal surface, I 
would be strongly disposed to use hereafter, should an occa¬ 
sion offer itself, a glass or rubber drainage tube, to avert, if pos¬ 
sible, the risk likely to arise. If it were, however, possible to 

1 In six resections, for two gangrenous hernia;, three prolapsed artificial anus, and 
one cicatricial stricture, there were three recoveries.—Maydl: Beitrfige zur Darm- 
chirurgie, Wien. med. Zeitung, 41, 42, 43, 1SS5. 



RESECTION OF THE LARGE INTESTINE. 


475 


keep the joined intestine after a resection outside the perito- 
■ neal cavity until union had taken place, the ideal would be ful¬ 
filled, and all risks from intestinal leakage would be obviated; 
but as this is difficult, from the kinking of the loop of bowel at 
the line of suture, and from its congestion by the constriction 
of the abdominal wound, Mavdl has successfully carried out in 
his last caecum extirpation, the suggestion' that the belly wound 
should be kept open after securing the peritoneum to the skin, 
and the united intestine held up to it by one or two loose sling 
sutures carried through the mesentery. The protrusion of in¬ 
testinal coils was prevented by iodoform compresses placed in 
and over the wound until adhesions formed. This takes place 
rapidly and both in Maydl's case and in my own the uninten¬ 
tional similar treatment of the wound has shown the feasibility 
of the plan. 

The variation in the site of the incision in the abdominal 
wall, to revert to the technique of the operation in its proper 
order, was not great; usually, it was made in the median line. 
In resections of the catcum and sigmoid flexure, Maydl and 
Billroth incised either parallel to Poupart’s ligament, or from 
the umbilicus to the same ligament, or to the outside of the 
rectus and low down. For tumors of other parts, the mobility 
of the intestine permitted the use of the usual laparotomy sec¬ 
tion. Great difficulty was a few times felt from the considera¬ 
ble distention of the bowel, above the tumor; but in nearly all 
these instances it was possible, either by traction alone, or bv 
combined depression of the abdominal walls, to bring the tu¬ 
mor outside the peritoneal cavity, where sometimes it could be 
shut from the latter by a partial temporary closure of the ab¬ 
dominal incision, or by carefully placed fiat warm sponges or 
compresses of iodoform gauze. Where practicable, it has been 
found better first to tie oft the mesocolon in small sections, and 
divide it from its attachments to the diseased intestine, and 
then to remove the portion of bowel determined on. Gussen- 
bauer preferred to divide the intestine below and between a 

1 Iteichel is opposed to this method of treatment, and says the sutured intestine 
should he fully returned, and the wound closed without a drainage tube, which is su- 
pertluous, as is also the fixation of the sutured gut. 



4/6 


ROBERT F. WEIR. 


double ligature, and did not cut above the tumor until all 
the mesocolon was severed, but this plan has not been usually 
followed. 

Whether the gut be divided prior to, or subsequent to the 
mesocolon, its ends have easiest, and most frequently, been 
secured by the various operators either by the fingers of an as¬ 
sistant, or by a not too tightly applied temporary ligature of 
silk, as in my own case, or what I judge the best so far, by 
tape-like strips of antiseptic gauze, such as have been applied 
by Billroth. Rydvgier’s clamp, which, it will be remembered, 
consists of two rods covered with rubber tubing, between which 
the intestine rests and is held compressed, by rubber bands 
encircling the ends of the rods, has been successfully used, but 
the clamp of Treves' has been abandoned by its author, in favor 
of Bishop’s. The latter instrument is too complicated, and of 
all the mechanical contrivances for the purpose, I would give the 
preference to that of Dr. Abbe, of this city, of which a diagram 
is annexed (Fig. I.) 5 The blades of this instrument are covered 
with several layers of flannel, instead of rubber tubing, and thus 
afford a surer hold, and the compressing power at the handles 
is effected by thin bands of rubber. It also readily allows of a 
change of position, and rapid elongation and shortening. In 
passing the temporary ligatures, a spot in the mesocolon devoid 
of vessels can often be chosen, and is to be preferred. 

After the removal of the diseased mass, a careful search 
should be made in the severed mesocolon for diseased glands, 
which can usually be easily removed. The question which 
then comes into the mind of the surgeon is, whether a reunion 
of the divided ends of the intestine, or an artificial anus with 
both ends in the wound if practicable, should be made. This 
point has already been touched upon in the narration of the case 
which forms the basis of this paper. In most of the cases in 
which recurrence was noticed, it took place locally, either re¬ 
newing the stenosis by the involvement of the bowel itself, or 
producing the same through pressure from a growth in the 
parts adjacent. This reproduction of the neoplasm was ob- 

1 See diagrams in Treves on Intestinal Obstruction, pp. 4S1, 4S2. 

Manufactured by W. T. Ford, New York. 
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served in two cases in the site of the artificial anus, and ad¬ 
mitted of partial relief by stretching, etc. The objection raised, 
that by waiting to perform a subsequent resection of the intes¬ 
tine for the false anus created by the first operation, an addi¬ 
tional risk is run, is not so weighty as it at first seems, since the 
investigation of Reichel shows that in thirty-seven resections of 



the intestine for the relief of an artificial anus.’only two deaths 
resulted. The fact that in the eight cases where an anus was 
thus produced, death resulted in five, should not be interpreted 
that this plan of action is necessarily a more fatal one than is 
resection of the bowel, for not only are the cases too few to 
dogmatize upon, but also in more than half of these instances 
the anus was made because the parts removed had been so ex¬ 
tensive as to render impossible the union of the divided ends of 
the bowel, and the operation itself thereby rendered more haz¬ 
ardous. 
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The conclusion already stated is, therefore, reiterated, that in 
an intestinal resection for a malignant neoplasm, it is wisest to 
establish an artificial anus. 

Only a reference need be made in this connection to the 
lumbar incision for the removal of intestinal growths. This 
has only once been resorted to, with fatal result, by Lammiman, 
who, after taking away the tumor, brought out the lower end 
of the colon in the wound after placing a ligature around the 
lower end of the bowel, and dropjred it in the abdominal cav¬ 
ity. Bryant’s case, which preceded this, recovered. It was 
the result of the accidental opening of the colon in an ordinar)- 
colotomy immediately below the seat of the malignant strict¬ 
ure. This was detected and drawn out of the belly, and four 
inches cut off, and the two ends of the bowel fastened in the 
lumbar wound. I see but little to recommend in this proce¬ 
dure, as its scope must be confined to a very limited topograph¬ 
ical region, though it has the endorsement of so excellent an 
authority as Treves. 

A much more important consideration after all, is whether 
such hazardous operations are justified for the removal of ma- 
lignant growths. In common with other surgeons, I feel the 
discouragement that attends endeavors to give relief, or to pro¬ 
long life, and most remotely, to effect a cure in such conditions. 
The operation with which this more recent extirpation of ab¬ 
dominal growths has been compared, is lumbar colotomy, 
"hich is, however, merely a palliative one, and, according to 
the rich experience of Allingham, not effectual in prolonging 
life. Its risks, too, are, I think, made light of. 

The large statistics of Erkelen,' embracing 262 cases of colo¬ 
tomy for all causes gave a mortality of 5S.4 per cent., and for 
110 cases of carcinoma 37.7 per cent, of deaths. The cases of re¬ 
cover)' after resection of the intestine for a neoplasm, are too 
few to place with those of colotomy, and can only be fairly 
considered with the first cases of the allied operations of extir¬ 
pation of the rectum and of the uterus by the vagina for can¬ 
cer, both of which have now come, by increased experience, 
to have an acknowledged standing in surgery, and a diminished 

1 Archiv f. klin. Med., Bd. xxiii. Heft i. 
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mortality from improved methods of operation, and judicious 
care in the selection of cases. To me, I confess, the fact that 
one can hope to have room enough in the intestine and mesen¬ 
tery to get wide of the tumor, is an advantage not possessed 
by any of the abdominal operations for malignant growths, ex¬ 
cept in ovariotomy, and in the belief that the dangers that come 
immediately from the operation can be more and more satis¬ 
factorily coped with, I venture to commend, in this brief paper, 
the resection of such intestinal tumors with, as a rule, the es¬ 
tablishment of an artificial anus. 

But a careful diagnosis must be made under ether to deter¬ 
mine the mobility and freedom from adhesions of the growth, 
and the absence of pronounced glandular involvement. The 
interrogation of the organs, as, for example, the liver, in which 
secondary' deposits are most likely to occur, should be strict, 
not only by palpation and percussion, but also by the newer 
corroborative chemical tests of urea diminution, and peptone in¬ 
crease, etc. 

The operation should generally be begun as an exploratory 
one, with Tait’s statement in mind, that it is harder to know 
when to desist than to go on. If the tumor is an unfit one for 
extirpation, an ordinary artificial anus can be made either in 
the exploration wound, or in the groin. This has been done? 
after Littre’s plan, for carcinoma, in 23 cases, and has given a 
mortality of 39 per cent. 5 

I have appended a table comprising the collected cases. 
These are interesting in several points other than those touched 
on in the foregoing remarks. In respect to one—the recur¬ 
rence, a few words may be added: in ten of these, where the 
fact of recurrence is noted, it took place in three cases (Czerny, 
Kraussold, Billroth) in less than one year; in 4 others (Rey- 
bard, Maydl, Volkmann, Bryant) between one and two years; 
and in one case (Fischer’s) over two years, and in Gussenbauer- 
Martini’s case the patient was free from disease at the date of 
our last report, four years after the operation. In Schede’s, 
where a laparotomy was unsuccessfuly done for intestinal ob- 

1 Archiv f. klin. Med., Ed. xxiii. Heft 1. 

2 Erkelen, op. cit. 
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struction, nine months after the resection and reunion of the in¬ 
testine for cancer no trace of the recurrence of the neoplasm 
was found, and the interesting point was also developed that 
the turning inward of bowel by the Czerny-Lembert sutures had 
not given rise to any permanent projection into the lumen of 
the gut, only a simple linear cicatrix being perceived. 


discussion. 

I)r. Briddon remarked that notwithstanding Allingham’s opinion, 
that colotomv does not prolong life, he had seen life prolonged and made 
much more comfortable by colotomy in cancer of the rectum, where the 
disease could not be entirely removed. He referred to a case of cylin¬ 
drical epithelioma of the rectum in which, in the Presbyterian Hos¬ 
pital, he performed lumbo-colotomy, and the result was that the gen¬ 
eral condition of the patient was very much improved, and she was 
rendered very much more comfortable with reference to the local con¬ 
dition. 

Dr. H. B. Sands agreed with Dr. Briddon in his protest against the 
view ascribed to Allingham, that life is not prolonged by colotomy per¬ 
formed for the relief of cancer of the colon or rectum. He did not 
know how this conclusion, drawn by Allingham, was arrived at, but he 
thought it was within the experience of most surgeons present that they 
had often succeeded in prolonging life by this operation. He could 
recall several instances in which at the time lumbo-colotomy was per¬ 
formed the patient was almost at death’s door, and in which life was 
lengthened for a considerable period. He recalled the case of a 
patient in this city, in whom, at the time of the operation, there was 
complete obstruction of the bowel, accompanied with enormous dis¬ 
tention of the abdomen, and Dr. Sands was sure that if mechanical re¬ 
lief had not been promptly afforded, he could not have survived more 
than three or four days. The patient had no bad symptoms after the 
operation, but recovered from it and lived more than a year afterward, 
being able, the greater part of the time, to go about and attend to busi¬ 
ness. He could recall other similar cases. He had presented to 
the Society a man upon whom he had performed inguinal colotomy, 
and who, at the time of the operation, was suffering from complete in¬ 
testinal obstruction. Dr. Sands believed it could be stated as an es¬ 
tablished fact that, in a certain number of instances, the operation will 
not only relieve the urgent symptoms, but also prolong life for a con¬ 
siderable period. 

Dr. Briddon said that the most gratifying case in this respect which 
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he had seen occurred about two or three years ago. It was one ot 
acute intestinal obstruction due to malignant growth in the upper end 
of the rectum He performed lumbo-colotomy, which gave the man 
complete relief, and he lived for two or three years in a very comforta¬ 
ble condition. The obstruction had existed eight or ten days when he 
first saw the patient, and the abdomen was largely distended. 

Dr. L. A Stimson said with reference to a collateral point—namely, 
whether it is advantageous ever to attempt to remove a cancerous 
tumor of the intestine, that according to the record which Dr. Weir had 
given, the longest period of survival had been five years. For the en¬ 
couragement of those who should have opportunity to perform the 
same operation, he would say that seven and a half years ago he had 
removed a cancer of the rectum, and the patient, a physician, is still in 
active practice and good health; there has been no return of the dis¬ 
ease. 

Dr. Sands said that if it proved to be the result of further experience, 
that the operation of extirpation of a cancerous intestine can be done 
in such a manner as to reunite the ends of the intestine, it would still 
be a matter of doubt whether such an operation, which involves a 
greater risk than simple enterotomy or colotomy, should be preferred 
to the latter, for he could imagine that it would be found in cancer of 
the intestine, as in cancer of the stomach, that surgeons would rarely 
succeed in making such a radical operation as to give much chance 
against recurrence of the disease. 

Dr. F. Lange said that he had had the opportunity to perform the op¬ 
eration twice; in both cases for malignant growth. In the first case the 
growth was situated in the ascending colon near the right flexure. It 
seemed to be very movable, and the patient was in a comparatively 
good condition. He expected to find conditions favorable for an easy 
operation, but was very much deceived, for the tumor was intimately 
adherent to the duodenum. The operation was accompanied by a 
great deal of hemorrhage, and finally by lesion of the duodenum, which 
he was obliged to close with suture. He did not, in consequence, have 
much hope of the success of the operation. The woman died on the 
second day, of peritonitis. 

In the second case he had not intended to perform an operation on 
the intestine. The case was one of particular interest. The woman, 
about thirty-two years of age, and a widow, applied to him with refer¬ 
ence to tumors which had developed comparatively rapidly', and which 
without much difficulty could be made out as belonging to the ovaries. 
Dr. Lange regarded the case as one of sarcoma of both ovaries, and 
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did not encourage an operation. The patient had had for the past two 
years obstinate bloody diarrhcea which could not be controlled efiectu- 
ally by internal remedies, and immediately before the appearance of 
the diarrhcea she had suffered from an attack of acute dysentery. By 
her attending physicians the diarrhoea was regarded as being due to the 
preceding dysentery. 

The patient urged that an operation be performed because there 
were special reasons why she should desire to live a little longer. Dr. 

ange, therefore, performed the operation for removal of the tumors 
which were taken away without difficulty, but he found to his great sur¬ 
prise that, attached to one of these ovarian growths, indirectly through 
the omentum, was a large circular tumor of the transverse colon be¬ 
sides several nodules about the size of a hazelnut in the omentum, and 
there were also several enlarged mesenteric glands. As the patient 
was in a fairly good condition, and the operation thus far had not been 
prolonged, he determined to excise the intestine. The operation 
asted about two hours and a half, and went on without much disturb¬ 
ance and the patient came out of the operation in good condition- 
1 he first week was without trouble except that he was unable to check 
the diarrhcea. On the ninth day the patient died with acute symptoms 
of perforative peritonitis, which he thought was due to a suture giving 
way somewhere, in turn due to the incessant peristalsis ofthe intestine! 

Dr. Lange presumed that in cases in which no complication exists 
the operation is very likely to be beneficial, and is one which will prob¬ 
ably prolong life. He did not think that in all cases absolute rules 
could be stated. In scirrhus of the large intestines, which is movable 
and without complications, the operation is not more difficult or dan¬ 
gerous than exsection of the intestine for any other cause. The length 
of bme for the operation under such circumstances, which can be per¬ 
formed without very much loss of blood, is not of great importance, if 
the operation is done with the necessary care and the patient’s general 
condition altogether allows ot such an undertaking. 
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